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CHAPTER 2 – Background Information and Analysis

2.1 Introduction
This chapter reviews the existing literature examining the barriers and challenges faced by ethnic minorities in accessing mental health services in the United Kingdom. It situates the research topic within its broader historical, theoretical, and policy contexts, developing a comprehensive understanding of how ethnic inequalities in mental health care have developed and persisted over time. The chapter evaluates key conceptual frameworks and empirical evidence that illuminate disparities in access, treatment pathways, and outcomes across ethnic groups (Nazroo and Bhui, 2021). 
Drawing upon academic studies, government reports, and theoretical perspectives, this review analyses the structural, cultural, and institutional factors shaping mental health service provision. The chapter identifies areas of convergence and tension within the literature and highlights gaps that warrant further exploration. This analytical foundation provides the contextual grounding for interpreting the thematic findings presented in Chapter 4, particularly in relation to systemic inequality and policy effectiveness (NHS England, 2022).














2.2 Historical Background
The historical development of mental health services in the United Kingdom has been shaped by evolving societal attitudes, policy reform, and advances in psychiatric knowledge. During the nineteenth and early twentieth centuries, mental health care was largely delivered within asylums and psychiatric institutions, reflecting an institutional model that prioritised containment and social control over therapeutic intervention (Porter, 2002). There was minimal recognition of cultural or ethnic diversity in service provision at this time. Prevailing medical frameworks were grounded in universalist assumptions that failed to consider how cultural context influences the experience and expression of mental distress. 
The establishment of the National Health Service (NHS) in 1948 marked a significant shift toward universal healthcare provision. Subsequent deinstitutionalisation policies promoted community-based care and emphasised patients’ rights. However, while these reforms expanded access in principle, evidence suggests that access remained uneven in practice, particularly for newly arrived migrant communities who faced linguistic, cultural, and administrative barriers (Pilgrim and Rogers, 2019). Structural inequalities were reproduced within the transition from institutional to community care. 
Post-war migration from Commonwealth countries significantly diversified the UK population, bringing varied cultural understandings of health and wellbeing. Despite this demographic shift, mental health services were slow to adapt. Fernando (2010) argues that institutional frameworks continued to reflect Eurocentric assumptions, contributing to misdiagnosis and culturally inappropriate treatment. Early research by Littlewood and Lipsedge (1989) highlighted disproportionately high rates of involuntary psychiatric hospitalisation among Black Caribbean men, representing one of the earliest documented indicators of racial inequality within British mental health systems. These findings challenged biological explanations of disparity and instead pointed towards systemic bias and differential pathways to care. 
In response to growing concern, policy initiatives addressing ethnic inequalities emerged in the early 2000s. The Delivering Race Equality in Mental Health Care (DRE) programme (Department of Health, 2005) represented the first national strategy explicitly targeting disparities in access and outcomes. Its objectives included reducing compulsory admissions, strengthening community engagement, and promoting cultural competence within the workforce. While the DRE marked significant acknowledgement of institutional responsibility, evaluations concluded that its long-term impact was limited due to inconsistent implementation, insufficient funding, weak accountability mechanisms, and limited sustained community involvement (Keating, Robertson, and Kotecha, 2012). This gap between policy ambition and operational practice has remained a recurring feature of subsequent reform efforts. 
More recent strategies, including the NHS Long Term Plan (2019) and the Core20PLUS5 framework (NHS England, 2022), continue to emphasise reducing health inequalities. The establishment of the NHS Race and Health Observatory in 2020 further reflects recognition of persistent ethnic disparities. Third-sector organisations such as Mind and the Race Equality Foundation have also played a critical role in advocacy and community engagement (Mind, 2023). However, contemporary data continue to demonstrate disproportionate detention rates and unequal service experiences, indicating that historical patterns of inequality have not been fully resolved. 
Overall, the historical trajectory of mental health policy in the UK reveals progressive rhetorical commitment to equality yet limited structural transformation. The persistence of ethnic disparities suggests that reforms have often addressed symptoms rather than underlying systemic mechanisms. Understanding this historical continuity is essential for interpreting present-day inequalities and assessing the effectiveness of current policy responses.
2.3 Theoretical Background
Understanding the barriers faced by ethnic minorities in accessing mental health services in the United Kingdom requires engagement with multiple interconnected theoretical frameworks. This dissertation draws upon the Social Determinants of Health (SDH) framework, Cultural Competence Theory, and Critical Race Theory (CRT). These perspectives provide a multi-level analysis of how structural, cultural, and systemic factors shape mental health outcomes and service accessibility. 
The Social Determinants of Health framework, popularised through the work of Marmot (2020), emphasises that health outcomes are shaped by social and economic conditions rather than individual behaviour alone. Determinants such as income, education, housing quality, employment security, and social capital significantly influence patterns of illness and access to care. In mental health research, the SDH model demonstrates how socioeconomic disadvantage and marginalisation contribute to increased prevalence of mental distress and reduced engagement with services (World Health Organisation, 2022). In the UK context, ethnic minority populations are disproportionately affected by poverty, insecure employment, and housing instability, all of which are strongly associated with elevated risk of depression, anxiety, and trauma-related conditions (Nazroo and Bhui, 2021). The SDH framework is central to understanding how structural inequality produces uneven mental health outcomes. However, while it effectively explains socioeconomic gradients, it may insufficiently account for the specific role of racialised discrimination within institutional systems. 
Cultural Competence Theory emerged within multicultural counselling and healthcare literature during the late twentieth century (Sue et al., 2009). It proposes that effective care requires professionals to develop cultural awareness, cultural knowledge, and culturally responsive skills. Within mental health practice, this involves recognising how cultural beliefs and social norms shape perceptions of distress, help-seeking behaviour, and treatment preferences (Fernando, 2010). Limited cultural competence can lead to miscommunication, inappropriate clinical assessment, and disengagement from services among ethnic minority service users (Bhui et al., 2018). While this framework highlights the importance of culturally responsive practice, it has been criticised for focusing predominantly on individual practitioner behaviour. Critics argue that training initiatives alone cannot resolve inequalities rooted in structural and institutional systems. 
Critical Race Theory offers a more explicitly structural lens. Originating in legal scholarship, CRT posits that racism is embedded within social institutions and reproduced through policies, practices, and power relations. Applied to mental health services, CRT suggests that disparities in detention rates, diagnostic pathways, and treatment outcomes reflect systemic bias rather than isolated incidents. Unlike SDH, which centres socioeconomic disadvantage, or Cultural Competence Theory, which emphasises interpersonal interactions, CRT foregrounds institutional power and structural racism as fundamental drivers of inequality. 
Collectively, these frameworks provide a layered understanding of ethnic disparities in mental health access. The SDH model explains how socioeconomic conditions create vulnerability; Cultural Competence Theory highlights how service-level interactions affect engagement; and Critical Race Theory interrogates the structural and institutional mechanisms sustaining inequality. However, tensions remain between them. SDH may underemphasise racialised power dynamics, Cultural Competence Theory risks individualising systemic problems, and CRT, while structurally robust, can be criticised for offering limited practical implementation guidance. Integrating these perspectives enables a more comprehensive analysis that recognises the interaction between social conditions, cultural processes, and institutional power structures in shaping access to mental health services.
Critical Race Theory (CRT) 
Critical Race Theory (CRT) provides a structural lens for examining how institutional racism and systemic inequalities shape access to mental health services (Delgado and Stefancic, 2017). CRT asserts that racism is not merely the result of individual prejudice but is embedded within social, legal, and organisational systems, including healthcare institutions. Within the context of UK mental health services, this perspective highlights how racialised assumptions, implicit biases, and historically rooted power imbalances influence clinical decision-making, risk assessment, and treatment pathways. Empirical research has drawn upon CRT to explain the disproportionate rates of compulsory detention and diagnostic disparities experienced by Black and Asian individuals (Keating, Robertson, and Kotecha, 2012; Williams, Lawrence, and Davis, 2022). Rather than attributing these patterns to cultural difference or biological variation, CRT situates them within broader structures of systemic discrimination, shifting the focus from individual behaviour to institutional accountability.







Table 1: Comparison of Theoretical Frameworks Used to Understand Ethnic Inequalities in Access to Mental Health Services. 
	Theory
	Key Focus
	Strengths
	Limitations
	Relevance

	Social Determinants of Health
	Socioeconomic conditions shaping health
	Highlights structural inequality
	May underplay race/culture
	Explains deprivation and access barriers

	Cultural Competence Theory
	Culturally appropriate service delivery
	Improves communication and trust
	Focuses on individuals over systems
	Explains stigma and disengagement

	Critical Race Theory
	Institutional racism and power structures
	Addresses systemic bias
	Less practical focus
	Explains detention disparities and service inequity



Comparing these theoretical frameworks shows that no single theory is sufficient to explain the persistence of ethnic inequalities in access to mental health services. The Social Determinants of Health framework provides a valuable macro-level explanation of how longstanding socioeconomic disadvantage has historically positioned many ethnic minority communities at increased risk of poor mental health and reduced service access. However, this perspective does not fully account for why disparities persist over time, even as broader social conditions and policy initiatives have evolved. Cultural Competence Theory offers insight into how historically limited recognition of cultural diversity within mental health services has shaped present-day challenges, including communication barriers, stigma, and mistrust, which continue to influence help-seeking behaviours among ethnic minority groups. In contrast, Critical Race Theory foregrounds the enduring impact of institutional racism embedded within mental health systems, helping to explain why historically documented patterns such as the disproportionate detention of Black individuals under mental health legislation remain evident in contemporary practice. Applied collectively, these frameworks enable a nuanced analysis that connects historical patterns of inequality to present-day outcomes, capturing the interaction between structural disadvantage, service-level processes, and systemic bias. This integrated approach strengthens the dissertation’s conceptual foundation and provides a comprehensive explanation for the persistence of ethnic disparities in mental health access despite ongoing policy reform.
2.4 International Context
Unequal access to mental health services among ethnic and cultural minority groups is not limited to the United Kingdom but is recognised globally as a significant public health concern. Across many countries, disparities persist in how minority populations access, engage with, and benefit from mental health care, often reflecting overlapping social, cultural, and systemic barriers (World Health Organisation, 2022). At an international level, the World Health Organisation has called for the development of culturally responsive and equitable mental health systems through its Comprehensive Mental Health Action Plan 2013 to 2030, emphasising human rights, accessibility, and community-based approaches (World Health Organisation, 2022). 
In the United States, extensive research has documented racial and ethnic disparities in mental health service access that mirror patterns observed in the UK. African American, Hispanic, Latino, Asian American, and Native American populations remain underrepresented in treatment statistics and are more likely to access services at crisis points (Williams and Mohammed, 2013). Contributing factors include socioeconomic inequality, cultural stigma, language barriers, uneven geographical distribution of services, and structural discrimination within healthcare systems. Policy initiatives such as the National CLAS Standards aim to promote culturally and linguistically appropriate services and improve provider responsiveness (Office of Minority Health, 2018). However, despite these frameworks, disparities in service utilisation and treatment outcomes persist, suggesting that policy reform without structural change and consistent implementation has limited long-term impact. 
In Canada, the Mental Health Strategy for Canada highlights the importance of cultural safety, cultural humility, and community partnership, particularly for Indigenous and migrant populations (Mental Health Commission of Canada, 2012). Efforts have included culturally adapted interventions and collaboration with community organisations, as well as recognition of traditional healing practices (Kirmayer et al., 2018). The concept of cultural safety extends beyond cultural competence by explicitly addressing power imbalances and institutional responsibility. Systemic challenges remain, including fragmented service provision across provinces, limited funding stability, and underrepresentation of minority professionals within the workforce. These barriers demonstrate the ongoing difficulty of translating inclusive policy principles into sustained practice reform. 
Australia provides another relevant example. Aboriginal and Torres Strait Islander populations experience disproportionately high levels of psychological distress and suicide, shaped by the long-term effects of colonisation, dispossession, and intergenerational trauma (Australian Government, 2013). National strategies have prioritised culturally grounded, community-led approaches that integrate Indigenous understandings of social and emotional wellbeing and address wider social determinants such as housing and employment. While community-controlled models have demonstrated positive outcomes in certain regions, implementation challenges remain, particularly regarding workforce shortages, funding continuity, and structural inequality. 
Collectively, international evidence demonstrates that disparities in mental health access are not unique to the UK but reflect broader structural patterns. Although policy initiatives across countries emphasise cultural responsiveness and equity, persistent inequalities indicate that sustainable progress requires systemic reform, long-term investment, and meaningful community partnership. These global examples provide valuable comparative insights and reinforce the argument that structural, cultural, and institutional mechanisms must be addressed concurrently to achieve equity within the United Kingdom's mental health systems.
2.5 National/Local UK Context
Unequal access to mental health services among ethnic minority communities in the United Kingdom is widely recognised as both a public health concern and a social justice issue. Despite increased investment in mental health provision, including expansion of the Improving Access to Psychological Therapies programme and commitments to strengthen community-based care, evidence continues to demonstrate persistent disparities in access and outcomes. Individuals from Black, Asian, and other minority ethnic backgrounds encounter barriers including cultural stigma, language difficulties, limited availability of culturally adapted interventions, and mistrust of statutory services shaped by experiences of discrimination (Nazroo and Bhui, 2021; Mind, 2023). National datasets indicate that minority ethnic groups are more likely to experience psychological distress yet are less likely to access early intervention services and more likely to enter care through crisis or compulsory pathways (NHS England, 2022). These patterns suggest that service expansion alone does not guarantee equitable access. 
Several policy initiatives have sought to address these disparities at the national level. The Delivering Race Equality programme represented the first coordinated strategy to reduce ethnic inequalities in mental health care (Department of Health, 2005). While it increased awareness and introduced cultural competence training, evaluations found limited long-term structural impact due to inconsistent implementation and weak accountability mechanisms (Keating, Robertson, and Kotecha, 2012). More recent strategies, including the NHS Long Term Plan and the Core20PLUS5 framework, aim to embed inequality reduction within service planning and monitoring processes (NHS England, 2022). However, the persistence of disparities raises questions about the effectiveness of policy translation into frontline practice. 
Legislative frameworks such as the Equality Act 2010 and the Mental Health Act 1983, amended in 2007, provide legal safeguards intended to promote fairness and prevent discrimination. However, disproportionate detention rates among ethnic minority groups remain evident, suggesting that legal protections have not fully addressed systemic bias within clinical decision-making and crisis response pathways (Pilgrim and Rogers, 2019). This gap between statutory protection and lived experience reflects broader institutional challenges. At the local level, targeted initiatives aim to address inequality through community engagement. The Black Thrive Partnership in Lambeth adopts a community-led approach to improving outcomes for Black communities (Black Thrive, 2021). Similarly, Greater Manchester’s Reducing Health Inequalities Strategy integrates local authorities, NHS services, and voluntary organisations to develop culturally responsive outreach initiatives (GMCA, 2021). While such programmes represent positive developments, their impact is often dependent on sustained funding, leadership continuity, and effective data monitoring. Without these structural supports, local innovation risks remaining fragmented rather than transformative. 
The national and local landscape reveals sustained rhetorical commitment to equity but uneven structural change. Although policy frameworks acknowledge ethnic disparities, persistent inequalities indicate that reform efforts require stronger implementation mechanisms, improved accountability, and deeper structural transformation to achieve meaningful and lasting impact.
2.6 Conclusion
This chapter has provided an overview of the literature concerning ethnic disparities in mental health services in the United Kingdom. It has examined the historical development of mental health care, analysed key theoretical frameworks including the Social Determinants of Health, Cultural Competence Theory, and Critical Race Theory, and evaluated both international and national policy responses. The analysis demonstrates that, despite sustained reform efforts, persistent structural, cultural, and institutional barriers continue to limit equitable access to mental health services for ethnic minority groups. 
By integrating historical, theoretical, and policy perspectives, this chapter has established a robust conceptual foundation for the dissertation. It has highlighted the interaction between socioeconomic disadvantage, service level practices, and systemic bias, illustrating the complexity of ethnic inequalities in mental health access. The theoretical frameworks discussed here also inform the thematic analysis undertaken in later stages of the study. Concepts derived from the Social Determinants of Health framework guide analysis of structural inequality and deprivation. Cultural Competence Theory informs examination of communication barriers, stigma, and culturally inappropriate service provision. Critical Race Theory underpins the analysis of institutional bias and systemic discrimination within mental health systems. 
The following chapter outlines the methodological approach adopted for this research, including the secondary research design, search strategy, inclusion criteria, and thematic analysis process. This methodological framework ensures alignment with the dissertation’s aims and objectives and supports systematic examination of the barriers identified within the literature.



CHAPTER 3 – Methods and Search Strategy

3.1 Introduction
This chapter outlines the methodological approach used to examine barriers preventing ethnic minority groups from accessing mental health services in the United Kingdom. Rather than employing primary research designs involving interviews or surveys, this study adopted a secondary research approach, drawing upon existing academic literature, policy documentation, national datasets, and selected grey literature. This approach was appropriate given the extensive body of published research addressing structural, cultural, and systemic influences on ethnic inequalities in mental health care. 
The academic methodology poster provided a visual overview of the research design; this chapter expands upon each stage of the process in greater detail. It explains how sources were identified, selected, appraised, and analysed, ensuring transparency and enabling critical evaluation of methodological rigour. The research methods employed here were essential in generating the thematic findings presented in Chapter 4, as the processes of searching, screening, and coding directly shaped the identification of recurring patterns within the literature. Outlining the methodological framework strengthens the credibility and reliability of the overall study.
3.2 Search Strategy
The search strategy was developed from the research aim and objectives to ensure alignment between the research question and the literature identification process. Core search terms were derived from key concepts within the study, including ethnic minorities, mental health services, access to care, and health inequalities. To ensure comprehensive coverage and reduce the risk of omitting relevant studies, these terms were expanded using academic and professional synonyms such as BAME, minority ethnic groups, racial disparities, service utilisation, help-seeking behaviour, cultural competence, institutional bias, and systemic barriers (Booth, Sutton and Papaioannou, 2016). 
Boolean operators were applied to refine and structure searches. The AND operator was used to combine central concepts and narrow results, for example, ethnic minorities AND mental health access AND United Kingdom. The OR operator broadened searches by incorporating alternative terminology, such as BAME OR minority ethnic OR racialised groups. The NOT operator was used selectively to exclude studies focusing exclusively on physical health conditions. A structured search plan was maintained throughout the process, with keywords, search strings, and combinations recorded in a search log. This ensured consistency, transparency, and replicability. The strategy enabled systematic identification of relevant literature while maintaining focus on the dissertation objectives.

3.3 Databases and Platforms
Multiple academic databases and platforms were consulted to ensure comprehensive coverage of relevant literature. Google Scholar, PubMed, and the University of Wales Trinity Saint David (UWTSD) Library database were used as primary search platforms. Google Scholar was valuable for identifying interdisciplinary research across sociology, public health, psychology, and health services research, as well as locating highly cited seminal works through citation tracking. PubMed provided access to peer-reviewed biomedical and public health research, including epidemiological and clinical studies relevant to mental health inequalities. The UWTSD Library database ensured reliable access to full-text journal articles, e-books, and UK policy documents through institutional subscriptions, strengthening credibility and reducing reliance on unverified sources (Snyder, 2019). 
In addition to academic databases, targeted searches of official government websites, including NHS England, the Department of Health and Social Care, and the Office for National Statistics, were undertaken to obtain policy documents and national statistical reports. Third sector organisations such as Mind, Rethink Mental Illness, and the Race Equality Foundation were also consulted to provide contextual and practice-based insights. 
Database filters were applied to improve relevance and manageability. Publications from approximately 2010 to 2024 were prioritised to reflect contemporary policy developments and service changes. However, key historical works were retained where necessary to provide conceptual or contextual foundations, such as Littlewood and Lipsedge (1989). Searches were limited to peer-reviewed, English-language research, with a primary focus on UK-based studies. Selected international literature was included for comparative analysis. The search process was iterative, with adjustments made when results were either too broad or too narrow. A detailed source-tracking table was maintained throughout to record study characteristics and relevance, supporting transparency and subsequent thematic analysis (see Appendix B).

3.4 Research Validation
Initial screening involved reviewing titles, abstracts, introductions, and conclusions to assess relevance before conducting full-text analysis. Studies that did not address mental health or ethnic minority populations, or that focused solely on physical health conditions, were excluded at this stage to maintain alignment with the research question. 
Selected sources were then evaluated using the CRAAP test, which assesses Currency, Relevance, Authority, Accuracy, and Purpose (Miller, 2018). Currency referred to the timeliness of publication, particularly in relation to recent policy developments. Relevance assessed alignment with the dissertation aims. Authority examined the credibility of authors and institutions, prioritising peer-reviewed journals and recognised organisations such as the NHS, the World Health Organisation, and the Care Quality Commission. Accuracy involved reviewing methodological transparency and evidence quality, while Purpose considered potential bias or underlying agendas. 
Although not all sources met each criterion equally, priority was given to those demonstrating strong relevance, credible authorship, and methodological transparency. For example, peer-reviewed UK studies examining detention disparities were included due to their empirical rigour and direct relevance to institutional barriers. In contrast, opinion pieces and non-evidenced commentaries were excluded to preserve academic integrity and analytical reliability.
3.5 Inclusion and Exclusion Criteria
Inclusion and exclusion criteria were established to maintain focus and academic quality. Included sources comprised peer-reviewed journal articles published in reputable academic journals, UK government and NHS reports providing statistical and policy analysis, and publications from recognised organisations such as the World Health Organisation, Mind, Rethink Mental Illness, the Race Equality Foundation, and the Care Quality Commission. Studies published within the past 10 to 15 years, approximately 2010 to 2024, were prioritised to reflect contemporary developments in policy and practice. However, earlier seminal works were retained where necessary to provide historical context or establish foundational theoretical perspectives. 
Included studies focused specifically on ethnic minority populations, mental health services, barriers to access, service experiences, treatment outcomes, and relevant policy interventions. Excluded sources included opinion blogs, non-peer-reviewed commentaries, websites lacking clear authorship or evidence base, significantly outdated research unless historically relevant, non-English-language studies due to translation constraints, and research focusing exclusively on physical health or conducted entirely outside the UK without clear comparative relevance. These criteria ensured the literature remained focused, credible, and directly aligned with the dissertation aims.
3.6 Analysing Research
A thematic coding approach, informed by Braun and Clarke (2006), was used to analyse the selected literature and identify recurring patterns across multiple sources. This method allowed themes to emerge through an iterative and reflexive process rather than being imposed in advance. Each source was read repeatedly to identify recurring ideas, concepts, and issues relating to barriers in mental health access for ethnic minority populations. 
Initial codes represented specific concepts identified within the literature, including stigma, language barriers, institutional bias, service mistrust, socioeconomic disadvantage, discrimination, cultural competence, compulsory detention, and help-seeking behaviour. These codes were subsequently reviewed and grouped into broader conceptual themes aligned with the research objectives and theoretical frameworks. Three overarching themes were identified: structural inequality and socioeconomic disadvantage; cultural influences including stigma and mistrust; and institutional and systemic barriers within services. 
Colour-coded spreadsheets and summary tables were used to organise data, record supporting evidence, and trace the development of codes into themes. This process enhanced transparency and ensured an audit trail from individual studies to thematic conclusions. The structured approach enabled movement beyond descriptive reporting towards analytical synthesis, forming the basis of the findings presented in Chapter 4.
3.7 Ethical Considerations
This study relied entirely on secondary sources and did not involve the collection of primary data or the recruitment of human participants. Formal ethical approval from the university ethics committee was therefore not required. However, ethical responsibility remained central to the research process, particularly in relation to academic integrity and accurate representation of evidence. 
All sources were cited accurately using the Harvard referencing system in accordance with UWTSD guidelines. Care was taken to avoid misrepresentation, selective quotation, or distortion of authors’ findings. Literature was selected and presented objectively, with efforts made to include a range of perspectives and acknowledge contradictory evidence where present. Critical engagement also involved recognising methodological limitations, potential bias, and conflicts of interest within original studies.
Transparency in the search strategy, inclusion criteria, and analytical process enhances the credibility and trustworthiness of the research. Although secondary research does not involve direct participant risk, ethical scholarship requires responsible synthesis of evidence and honest interpretation. These considerations ensure that the study maintains academic rigour and contributes to knowledge in the field.
3.8 Chapter Conclusion
This chapter has outlined the systematic approach adopted to locate, evaluate, and analyse the literature on ethnic inequalities in access to mental health services. The structured search strategy, clearly defined inclusion and exclusion criteria, and application of the CRAAP framework ensured that selected sources were credible, relevant, and methodologically sound. The use of thematic coding enabled patterns across diverse studies to be identified, compared, and organised into coherent analytical themes. 
Collectively, these methodological steps provide a transparent and rigorous foundation for the research. The following chapter presents the findings derived from this analysis, structured around the key themes that emerged and were examined in relation to the overarching research question.
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	Title: To explore the barriers and challenges affecting ethnic minorities’ access to mental health services in the UK, with a focus on social, cultural, and systemic influences 

	Introduction and Research Aim 
This poster outlines the methodology for this dissertation. Using a secondary, literature-based approach, the study examined academic research, policy documents, and governmental reports on ethnic disparities in mental health service access. Key elements include the search strategy, selection criteria, quality assessment, and thematic analysis.
Research Aim
To examine the social, cultural, and institutional obstacles that impact how ethnic minority populations access mental health services across the United Kingdom
	Search Strategy 
Definition
A structured process for systematically locating relevant information from existing sources using keywords, databases, filters, and Boolean operators.
Application in This Study
Keywords: ethnic minorities, mental health services, access to care, health inequalities, BAME, cultural competence, stigma, institutional bias. Databases: Google Scholar, PubMed, UWTSD Library. Filters: publication date, peer-reviewed, UK focus. Boolean operators applied to refine results.

	Searching for Information 
Databases: Google Scholar, PubMed, UWTSD Library
Keywords: ethnic minorities, mental health services, BAME, cultural competence, institutional bias
Tools: Boolean operators, filters (date, UK focus, peer-reviewed)
Tracking: Source table for authors, findings, and quality
	Picture / Graph / Visual Aid / Statistics 
Key Barriers Affecting Ethnic Minorities’ Access to Mental Health Services


	Graph Results 
The graph illustrates the key barriers identified in the literature affecting ethnic minorities’ access to mental health services in the UK. Structural inequality and cultural stigma are the most frequently reported influences, while institutional barriers also have a significant impact. The visual highlights how multiple factors interact to shape access, demonstrating that inequalities are driven by overlapping social, cultural, and systemic challenges rather than a single cause.
Research Validation and Analysis 
· Validation ensures that sources are credible and reliable before they are included in the study. 
· Method: CRAAP test assessed Currency, Relevance, Authority, Accuracy, and Purpose of each source.
· Sources Prioritised: Peer-reviewed articles, government reports, and recognised organisations.
· Benefits: Increases credibility of findings, reduces misinformation, and strengthens academic integrity.
· Limitations: High-quality sources may still reflect bias; secondary data may not fully represent all groups; variation in definitions can affect comparisons.
· Analysis involved interpreting existing literature to identify patterns and relationships.
· Method: Thematic analysis (Braun & Clarke, 2006) organised information into recurring themes.
· Coding Process: Key concepts, including stigma, socioeconomic disadvantage, and institutional bias, were identified and grouped.
Themes Identified:
🟢 Structural inequality
🟢 Cultural stigma and mistrust
🟢 Institutional and systemic barriers

	Inclusion Criteria 
· Published within the last 10–15 years
· UK-focused or relevant to UK mental health services
· Addressed ethnic minorities and mental health access
· Peer-reviewed or from recognised organisations (NHS, WHO, Mind)
· Contained evidence on social, cultural, or systemic barriers
	 Exclusion Criteria 
· Published over 15 years ago (unless historically significant)
· Non-UK focused without UK relevance
· Excluded ethnic minorities or mental health access
· Opinion-based or non-academic sources


	Ethical Considerations:
This research employed secondary methods without direct participant involvement yet maintained ethical standards throughout. Sources were properly attributed in accordance with Harvard conventions to honour intellectual property rights and prevent plagiarism. The study prioritised credible, peer-reviewed, and official materials to maintain reliability. Findings were presented objectively, recognising possible bias in published literature, while ensuring responsible statistical interpretation.
Ethical Considerations
Respect for Intellectual Property
✔ All sources were properly cited using Harvard referencing
✔ Original authors’ ideas were accurately represented
✔ Plagiarism was avoided through careful paraphrasing and citation
Responsible Use of Statistics
✔ Statistics were used in context
✔ Sources of data were clearly referenced
✔ Care taken not to generalise findings beyond the evidence
Compliance with Laws and Regulations
✔ Sources were accessed through legitimate academic databases and official websites
✔ Copyright and data protection principles were respected
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